The progress of modern science and health care is rapid and multi-directional. It is incumbent upon the occupational therapy (OT) profession to keep its practitioners as up-to-date as possible in order to provide appropriate and effective care for clients of all ages and needs. One challenge brought on by the dynamic nature of health care services is the education of new OT practitioners that is in step with current advancements yet remains true to the core values and methods developed during a century-old history of care.
Academic institutions and clinical fieldwork sites must prepare entry-level occupational therapists and occupational therapy assistants to become competent generalists (ACOTE, 2012) . OT program accreditation standards include a mandate to teach intervention planning that is "culturally relevant, reflective of current occupational therapy practice, and based on available evidence" and that is "based on appropriate theoretical perspectives, models of practice, and frames of reference" (ACOTE, 2012, p. 23) . To ensure relevance with health care trends and current research, OT program faculty must actively evaluate and adjust curriculum to train students appropriately for informed decision making in clinical fieldwork and future employment.
Of all of the subjects covered in an OT program, few could be more significant than the care of persons who have experienced a stroke.
According to the American Heart Association, someone in the United States has a stroke approximately every 40 seconds (Roger et al., 2011) . It is one of the leading causes of long-term disability in the U.S., affecting more than one million persons aged 18 years and older (CDC, 2009) . It is, therefore, reasonable to conclude that stroke rehabilitation is one of the most common services performed by OT practitioners. In a 2007 survey of registered occupational therapists certified in the profession for three years or fewer, stroke was by far the top diagnosis among neurological conditions for services being provided by respondents, leading the list at 23.5%, followed by dementia at 15.6% (NBCOT, 2008) .
Upper extremity (UE) hemiparesis is a common impairment caused by stroke and is of particular concern to occupational therapists due to its debilitating impact on the performance of activities of daily living (ADLs) and full engagement in occupations (Page, Sisto, Levine, & McGrath, 2004) . The goal of this study was to investigate the current clinical practice in UE motor rehabilitation following stroke, particularly as it relates to techniques that are based in neurological motor frames of reference (FORs). This knowledge is helpful for planning and guiding the teachinglearning process used in curriculum. It is important for students to know the current state of practice as well as the efficacy of the techniques they will utilize.
Literature Review
Quite appropriately, the treatment of stroke survivors is a major focus of OT educational programs. A 1990 study of academic content reported that 30 of 33 undergraduate and graduate programs dedicated class time to the discussion of stroke, with the mean number of class hours on the subject topping the list of 28 medical conditions (Nelson, Cash, & Bauer, 1990 ). Lecture and lab hours devoted to the diagnosis included instruction in specific neurological approaches focused on regaining movement. Such approaches have been developed and subsequently adopted by both the OT and physical therapy (PT) professions as the result of advances in the field of neuroscience.
Over time, the Proprioceptive Neuromuscular Facilitation (PNF), Rood, Brunnstrom, Neurodevelopmental Treatment (NDT), and motor control FORs have become a standard part of the OT curriculum (Nelson et al., 1990) .
Four neurofacilitation FORs developed in the mid-1900s focused on promoting normal motion in the UE using reflexes and repetitive movement patterns (Cohen & Reed, 1996) . PNF proposed that body segments normally move in diagonal patterns through all three cardinal planes (Rust, 2008) .
Range of motion and isotonic and isometric contractions were combined to develop a normal balance of agonist and antagonist. The Rood approach stressed the importance of early reflexes in the relearning of motor control through the use of techniques for muscle facilitation and inhibition (Rust, 2008) . For example, fast brushing and icing facilitated muscle activation while prolonged stretch and neutral warmth encouraged muscle relaxation.
The Brunnstrom approach used primitive synergistic patterns in training to improve motor control through central facilitation (Latham, 2008) .
This frame of reference (FOR) proposed that voluntary movement could be developed from the basic synergies, which were enhanced through the use of tactile stimulation and muscle and tendon tapping. NDT, also referred to as the Bobath method, utilized treatment techniques to decrease abnormal reflex activity in muscle tone and increase control of normal patterns of movement (Levit, 2008 
Constraint-induced Movement Therapy (CIMT)
involves restraining the less-affected UE 90% of waking hours while encouraging use of the affected UE for 6 hours in order to increase motor function (Taub et al., 1993) . Traditional CIMT has been criticized for being difficult to implement in a clinical setting due to the intense amount of time and resources needed for the therapy and restraining periods (Page, Sisto, Johnston, Levine, & Hughes, 2002) .
The prevalence of motor neurological technique usage has been acknowledged in existing literature. A study of six rehabilitation hospitals documented OT interventions, which included both neurofacilitation and motor learning techniques for the treatment of neurological conditions (Latham et al., 2006) . OT practitioners in this setting demonstrated "an integration of multiple treatment approaches to facilitate performance of daily activities" (Latham et al., 2006, p. 376 Results from studies regarding how practitioners value and apply FORs have been mixed. Law and McColl (1989) and Ikiugu (2012) found the majority of therapists felt FORs are important for guiding practice, while O'Neal, Dickerson, and Holbert (2007) Restraint of the unaffected arm using a sling or mitt for at least 6 hours throughout the day (CIMT) 17 1.65 0.82 22
Use of icing to facilitate muscle activation (Rood) 18 1.32 0.61 11
Discussion
All FORs represented by the techniques described in the survey were reportedly used at least analysis of the data determined 66% of respondents met that definition. Tyson and Selley (2007) proposed the melding of techniques may be due to there being more similarities than differences between FORs. DeGangi and Royeen (1994) attributed eclecticism to therapists' exposure to multiple FORs. They suggested education in many
FORs creates a wide-based perspective from which practitioners can draw for their treatment protocols.
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